A reply to R. Eisenman's 1970 critique considers the demand characteristics bias in behavior therapy outcome measures and examines the advantages and limitations of several commonly proposed methods of dealing with such bias.
In his recent critique of our article (Kahn, Baker, & Weiss, 1968) , Eisenman (1970) noted "three major weaknesses." His first, the confounding of our relaxation treatment with "Rogerian therapy," is based on our report that part of the preinterview asked 5 about other problem areas. To call such an interviewdiscussion Rogerian therapy seems an unfair representation of that treatment approach; to ascribe our insomniacs' improvement to this reveals a remarkable view of the power of a brief discussion. In any case, our 5s did not report improvement between the preinterview and the first treatment session. Eisenman's other 2 points-the problems of self-report and demand characteristics in a therapy study -were both considered in our own discussion. However, these are important issues and do deserve a careful look.
Our paper reported a clinical study of the use of relaxation training to treat insomnia. Our only measure of success or failure was our 5s' report. The objection to such data, of course, is the impossibility of knowing whether or not your 5 is consciously or unconsciously "fudging" for you. The customary solution offered is to use behavioral measures-have 5 hold the snake, climb the ladder, sleep 8 hr. right there in front of you. The apparent beauty of this kind of measure is worth examining.
An Unbiased Outcome Measured
The press for behavioral measures implies that these are more objective than self-report, and solve the problem of bias. That implication assumes that a phobic 5, for example, is no longer phobic if, under any cricumstances, he can display nonphobic behavior. This seems naive. Even if truly blind testing procedures minimize sources of E bias (Rosenthai, 1966) , we are left with Orne's (1962) conclusion that "it is futile to imagine an experiment that could be created without demand characteristics [Orne, p. 780] ." Just as Orne's (1962) 5s successfully simulated the behavioral indicants of hypnosis and of sensory deprivation (Orne & Scheibe, 1964) , so a troup of "good subject" college students will pick up snakes, climb fire escapes, speak up in class, and grind for exams to appear as if cured, if the demands are right. Cooper, Furst, and Bridger (1969) have shown that snake phobics instructed to hold a snake to "fool trained observers" could do so. Likewise, Geer (1965) found that while female dog phobics, as measured by a questionnaire, would not approach a dog in an experimental test, male dog phobics approached and touched the dog. Presumably, the social demands were different for a male in this situation. The 5s in shock experiments often set for themselves enormous shock levels to meet a skillfully executed demand (e.g., Turner & Solomon, 1962 ). Yet no one ever argued that they had lost their fear of acute pain! Not only does the test situation "demand" good performance, but also the presence and encouragement of the E is often supportive. Orne's 5s would grasp a dangerous reptile or plunge their hand into acid, reporting "they were convinced the activities were safe because they were participating in research conducted by competent, responsible scientists [Orne & Evans, 1965, p. 189] ." Ritter's (1969a Ritter's ( , 1969b contact desensitization, which employs actual physical contact with the therapist, produced more improvement on behavioral tests than various control groups (even though the groups did not differ on self-report of improvement!)
Insomnia is a particularly difficult problem to measure behaviorally. Mechanical devices used to assess motility (e.g., Hinton, 1963) are not readily employed in noninstitutional settings, and even had we put such a toss-andturn counter on the beds of our insomniac 5s, bedtime would have presented a whole new problem for them. According to their perceptions of the demand, they could well have been so tense from their fear of making a bad record that the insomnia would have become worse, or they might simply have lain quiet and awake, earnestly fooling the machine.
Controls for Demand Characteristics
If we agree that our goal is to enable S to live his life freely in his natural habitat, then our measures should be as relevant as possible to that situation. It is unfortunate that it is so difficult to observe 5s unobtrusively in the real world. Webb, Campbell, Schwartz, and Secrest (1966) have suggested that nonreactive measures are one way of avoiding demand characteristics. That might suggest measuring our insomniacs' improvement by surreptitiously observing their attendance at 8 a.m. classes or their requests for sleeping medication.
In lieu of this, several ways have been suggested to control for demand characteristics. One of these is the intentional manipulation of demands. This was attempted in our study where it was stated in the original newspaper article that study efficiency as well as insomnia would be helped by treatment. While our 5s reported improvement in insomnia and related problems of nervousness-fatigue-concentration, they did not report any change in their study efficiency. Hence, there was not a general tendency for 5s to comply with all expected outcomes or to report all desirable results, though our demand manipulation may not have been strong enough. (Eisenman did not seem to understand this demand manipulation and misrepresented the finding).
The other popularly recommended control for demand characteristics is the attentionplacebo manipulation. While there are advantages to this, it has been greatly overrated (e.g. Blanchard, 1971; Paul, 1966) . Originally intended for control of nonspecific aspects of attention, suggestion and faith (Paul, 1966) , the manipulations may be inadequate to control for demand characteristics, since there is no guarantee that the perceived demands will be similar to those in actual behavior therapy. Furthermore, it seems unique in the methodology literature that proponents of a manipulation repeatedly offer it as a useful, even indispensible, control, after repeated demonstrations that it does not represent a significant confounding variable. The evidence is exceedingly weak that attention placebo produces results comparable to actual behavior therapy; in fact, it rarely differs from no treatment.
Self-Report versus Behavioral Measures
Although all reactive measures of outcome are subject to bias, an important question, nevertheless, is the relative merit of self-report and behavioral assessment. Actually, the question is not as worrisome as some critics assume, since practically all behavior therapy studies find a good relationship between report and behavior measures. Eisenman cited an exception to this, but made the common mistake of thereby assuming that the report measure is the biased one; it is, of course, impossible to know which measure is more valid.
We consider the defining attribute of "behavioral measure" to be the actual presence of the therapist or his responsible surrogate. The reason presumably is that otherwise 5 might lie to you. That suggests an important consideration. Suppose an airplane phobic reports on his weekly progress questionnaire: (a) that he flew to New York and back and (b) that he experienced relatively little anxiety. We might be justified in suspecting that demands influenced his anxiety report, but it would be a rare 5 who would actually have fabricated the flight itself. Perhaps, one's confidence in a self-report measure ought to be a function of the extent to which that measure focuses on the specific behaviors being treated and how big a lie 5 would have to be telling you. Following this reasoning, some reservations about self-reports of insomnia improvement are, of course, justified.
Investigators commonly avoid reliance on any such reports by employing a "standard-ized behavioral test." Yet such a measure may be inadequate to assess any given S's problem, especially with a true clinical population. For our airplane acrophobic, the behavior of climbing higher on a fire escape would not have been a meaningful assessment of treatment effects. Self-report has the advantage of eliciting information on relevant behaviors which the standardized laboratory measure may easily miss. An alternative would be to have 5s, before treatment, define an array of behaviors which would change if treatment were to be successful for them and assess improvement relative to each S's own target behaviors.
CONCLUSION
Any science grows in stages, with the final technically elaborate studies resting on a base of single reports and exploratory studies. We are worried and a little wearied by selfappointed critics blithely applying to early exploratory reports methodological standards appropriate to larger factorial designs. While in some areas behavior therapy research can now proceed to more factorially controlled investigations, we are hopeful that other investigators will not be discouraged from exploring and reporting new approaches.
